Introduction
In 2009, the American Recovery and Reinvest Act (ARRA) was passed which included the Health Information Technology for Economic and Clinical Health (HITECH) Act. The HITECH Act led to the rapid and widespread adoption of EHR. Additional definitions then focused on the nature of the health record. This included targeted core capabilities such as health information and data storage, test management, order management, evidence-based decision support, electronic communication and connectivity, patient support, administrative processes and reporting (i.e. billing and coding), and public health management [1] . However, arguably the most important and apparent purpose of the health record for the practicing clinician should remain the same --to convey the story, facts, and plan for the patient's health care to the reader. In an effort to balance these clinical needs with new core capabilities, we have been subject to an unwinnable written conflict between the need to communicate
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large amounts of objective but often extraneous data, and providing a physician-biased filter that sorts out the pertinent and provides the reasoning for arriving at a diagnosis and plan. In this article we will outline three broad writing styles which capture this ongoing conflict. We hope that by demonstrating these pros and cons, modern clinicians will maximize the impact of their most valuable asset: their opinion. By looking at three categories of EHR notes, the statistical, the scribe, and the storyteller styles, we will see the pros and cons of each, and perhaps see how the strengths of each may be used for more effective written communication.
The Statistician
The statistical EHR note is a regimented approach, often characterized by checkboxes or lists. This can assist the writer and the readers ascertain the probability of diseases based upon the chosen symptoms. Some of the available EHRs will convert the checklists into pre-drafted sentences [2] . For example, if a patient presents with a headache, the note can be constructed to read: "New onset headache for 7 hours. History of migraines. Not similar to prior headaches. Frequency is constant. Progression since onset is rapidly worsening. Not associated with light/sound sensitivity, neck pain, weakness, numbness, myalgias, or paresthesias. Pain location is temporal. Pain quality is sharp. Numeric pain scale is 10/10. Pain severity is severe. Pain does not radiate. Treatments tried include acetaminophen." The statistical note is very simplified, which assists with billing and coding. In addition, it can cover a broad range of differential diseases by offering the physician symptoms to consider. Unfortunately it risks being "devoid of any medical thought" [3] . The pre-drafted sentences are further proof of the dichotomous thought process seen in statistical writing. Using objective data, the statistical style tends to pull all data into the note. This lack of discrimination is one of the frequently cited flaws of an EHR, which is it does not sort out the important data from the less so. It is said to "...pull in so much information with the click of a button that the final note becomes an essentially unreadable tome through which one must search high and wide to find essential information" [4] . Pertinent data is intermixed with non-pertinent data; it is the readers' job to analyze and differentiate between the two data groups.
The Scribe
The second broad type of EHR note is the scribe's note. This takes into account that presenting the full range of data seen in the statistical note, as well as the time-consuming narrative descriptors in a story teller's note, can be excessive, impractical, and inefficient. Time limitations make recording raw data a priority, leaving the assumed data analysis to the reader's interpretation. Just as a scribe writes down what they hear verbatim, so does the hurried physician. Our patient with a headache may read as "Patient reports the headache is new. He has migraines, but this headache is different. Pt states the headache is like an ice-pick, doesn't move, is constant and has progressively gotten worse for the past 7 hours. Denies vision or sound sensitivity. Patient points to L temporal region as the location. Pt has tried taking acetaminophen to relieve the pain, but it did not work. Pt rates the pain as 10/10." This writing style focuses on the efficiency in recording plain data rather than communicating data analysis. Therefore, the scribe's note relies on the reader's interpretation being similar to the writer's, not taking into account that the reader may be analyzing the same data but reaching a different conclusion, or no conclusion at all. On the other hand, the benefit of the scribe's note lies in the reader's freedom to develop their own data analysis. With regards to objective data found in a scribe's note, only the pertinent data is recorded. However, if the reader is interested in data that the writer did not feel was pertinent, the reader will have to seek out the data elsewhere in the chart.
The Storyteller
In an effort to overcome the scribe's shortcomings and incorporate data analysis, the storyteller describes a story that logically flows into the ensuing plan. The storyteller may write, "Mr. Smith is a gentleman with a longstanding history of migraine headaches. Seven hours ago, he began to experience the worst headache of his life. It was unusual from his typical headaches; this headache was throbbing and stabbing, located in his left temporal region. Fortunately, there is no Brudzinski or Kernig's sign, which may be nonspecific. He attempted to relieve the pain with 3 concomitant acetaminophen tablets which proved to be ineffective. His family history is significant for aneurysms." With the storyteller's style, the reader is led to a logical conclusion based on the story. Unfortunately, it can appear that the differential, if not the final diagnosis, has been developed at the beginning, with the note likely leading to that final diagnosis rather than emphasizing differentials that have been excluded. Similar to the scribe, the storyteller may include only the pertinent objective data, but within a prose format. While this format may increase the readability of the note, it is more difficult to analyze compared to a table or list format.
Conclusion
The days of paper charting are numbered. The EHR revolution is underway and physicians are trying their best to transition as smoothly as possible. It is becoming clearer that EHR, with its many vaulted benefits, also allows for a plethora of typographic and stylistic mistakes; the writer now has to carefully proofread both the content and style of the note. Given these concerns, what is the ideal EHR note for clinician? One answer may be a note that combines the writing styles. For example, a scribe's interpretation of a patient's subjective story, coupled with a statistician's representation of the objective data, and finished with a storyteller's presentation of the assessment and plan. However, there are no published studies assessing the effect of clinical writing style on patient care. Further research is warranted to establish a clinical association.
Our challenge to you, the reader, is to apply the concepts presented here. The next day that you find yourself finishing an entry into an EHR, pause before finalizing your note, and reread your entry in its entirety. Do you have a style preference? If so, are there any small changes you can make that can help balance your style and improve communication with your readers?
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